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Abstract
Background: Cultural competence is a broad concept with multiple theoretical underpinnings and conflicting
opinions on how it should be materialized. While it is recognized that cultural competence should be an integral
part of General Practice, literature in the context of General Practice is limited.
The aim of this article is to provide a comprehensive summary of the current literature with respect to the
following: the elements of cultural competency that need to be fostered and developed in GPs and GP registrars;
how is cultural competence being developed in General Practice currently; and who facilitates the development of
cultural competence in General Practice.
Methods: We conducted an integrative review comprising a systematic literature search followed by a synthesis of
the results using a narrative synthesis technique.
Results: Fifty articles were included in the final analysis. Cultural competence was conceptualized as requiring
elements of knowledge, awareness/attitudes and skills/behaviours by most articles. The ways in which elements of
cultural competence were developed in General Practice appeared to be highly varied and rigorous evaluation was
generally lacking, particularly with respect to improvement in patient outcomes. Formal cultural competence
training in General Practice appeared to be underdeveloped despite GP registrars generally desiring more training.
The development of most aspects of cultural competence relied on informal learning and in-practice exposure but
this required proper guidance and facilitation by supervisors and educators. Levels of critical and cultural self-
reflection amongst General Practitioners and GP registrars varied and were potentially underdeveloped. Most
standalone training workshops were led by trained medical educators however the value of cultural mentors was
recognised by patients, educators and GP registrars across many studies.
Conclusions: Cultural competency development of GP registrars should receive more focus, particularly training in
non-conscious bias, anti-racism training and critical self-reflectiveness. There is a need for further exploration of how
cultural competence training is delivered within the GP training model, including clarifying the supervisor’s role.
It is hoped this discussion will inform future research and training practices in order to achieve quality and
respectful care to patients across cultures, and to remove health inequities that exist between cultural groups.
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Background
Health care systems and health care practitioners must
recognize and respect the needs of an increasingly di-
verse population, promoting equity of access and patient
safety. Cultural competence is needed to improve the
effectiveness of cross-cultural interactions between
health services, clinicians and patients [1].
Cultural competence is a broad concept with a variety
of views on what constitutes it and how it should be ma-
terialized [2]. It is most commonly defined as “a set of
consistent behaviours, attitudes and policies that enable
a system, agency or individual to work within a cross-
cultural context or situation effectively” [1, 3]. Cultural
competency curriculum frameworks and models vary con-
siderably in scope, length, content and mode of delivery
[4–6]. Furthermore, a wide variety of instruments have
been developed to assess cultural competence, each with
their own assumptions about what constitutes cultural
competence [6, 7]. Despite the strong association between
racism and ill health of minority groups, the literature is
limited with respect to the prevalence and impact of ra-
cism and the effectiveness of approaches to eradicate it [8].
General practice provides “person-centred, continuing,
comprehensive and coordinated whole person healthcare
to individuals and families in their communities” [9] and
therefore cultural competence should be integral [10].
The individual doctor-patient consultation is the main
vehicle through which health care is provided in this
setting, thus effective cross-cultural interactions are vital.
Although there is good evidence to suggest formal train-
ing in cultural competence does improve clinicians’
attitudes, knowledge and skills in cultural competence
[4, 11], there are few studies conducted in the context of
General Practice vocational training.
In Australia General Practice (GP) trainees, or registrars,
receive a standard amount of formal teaching, but the
majority of their learning is informal and takes place ex-
perientially in the workplace under the supervision of
accredited GP supervisors [12–14]. Similarly, internation-
ally in the United States (US), United Kingdom (UK) and
Europe, GP training generally occurs in a workplace
setting where the GP registrar learns while participating in
the practice under the supervision of accredited GP super-
visors [12]. How cultural competence is developed in GP
registrars in this setting is unclear, with much of focus
in the literature being on medical student and hospital
staff training. The GP supervisor has been described
as the most important person involved in the training
of Australian General Practitioners, however their role
in developing and assessing the cultural competence
of GP registrars is unclear [15–17]. A greater under-
standing of the current cultural competence training
literature in the specific context of General Practice
will enable better insight into its complexities, further
development of effective training models and inform
review of current training standards.
The aim of this article is provide a comprehensive
summary of the current literature with respect to the
following questions:
1. What are the elements of cultural competency that
need to be fostered and developed in General
Practitioners and GP registrars?
2. How is cultural competence being developed in
General Practice currently?
3. Who facilitates the development of cultural
competence in General Practice?
Methods
We conducted an integrative review [18], in order to
draw conclusions from studies using diverse research
methodologies [18, 19]. The integrative review com-
prised a systematic literature search of peer- reviewed
and grey literature published between 1998 and 2013,
followed by narrative synthesis of the results [20, 21].
The publication inclusion dates were chosen because of
the substantial change in the structure of GP training
programs at that time [22], and because of the marked
increase in articles published on the topic from 1998
onwards. The last date searched was April 31st 2013.
A systematic electronic database search strategy was
developed in collaboration with a health librarian. The
search strategy, including eligibility criteria and informa-
tion sources, is outlined in Table 1. Our initial search
strategy included papers that considered cultural compe-
tence and diversity in general practice broadly in order
Table 1 Search strategy
Search Engines:
PUBMED, WEB OF SCIENCE, CINAHL, SCOPIS, ERIC, Google scholar,
RACGP website, and a reference list search.
Search Terms (in varying combinations):
Cultural competence (broad and MeSH), cultural safety/awareness,
cross-cultural, diversity, multicultural, training, education, post-graduate,
primary care, general practice, community, ambulatory, family medicine
Inclusion criteria: English language
• Dated between 1998–2013
• Articles addressing aspects of cultural competence or cultural diversity
in primary care or general practice,
o Participants must include any primary care stakeholders, including
clinicians, educators, community members and patients
• Empirical research and review or discussion articles
• Peer-reviewed articles and grey literature
Exclusions:
• Articles focusing on specific health interventions
• Articles addressing cultural competence that do not directly relate to
primary care or general practice
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to maximize the articles available for review. Our subse-
quent review of titles and abstracts refined our search to
papers describing cultural competence and its develop-
ment in General Practice. KW performed the search and
selection of articles in collaboration with PA.
Evaluation and analysis
A narrative synthesis was chosen as the most appropri-
ate method of knowledge synthesis as it enables the syn-
thesis of a wide range of different research designs,
including both qualitative and quantitative, in a system-
atic and robust way [19, 20]. It provides at minimum a
structured and in depth summary of what is currently
known about this topic in order to identify gaps in evi-
dence and recommendations for trainers. It also seeks to
further interpret the findings, including explanations
and moderators of the findings [20].
We undertook the narrative synthesis according to
guidance provided by Popay et al. [20]. We extracted
data in narrative form from each article, including study
type, participant population, research aims, findings and
discussion points. This formed the preliminary synthesis.
We then explored relationships in the data, including
comparing research findings across multiple studies and
developing themes. We finally assessed the robustness of
the synthesis as a whole by critically reflecting on the
quality and quantity of studies included, minimizing bias
and assessing the strength of evidence upon which our
conclusions are drawn. [20]. Thematic synthesis of the
results and discussion sections of each article was per-
formed to identify important themes across the studies
[21]. QSR International’s NVivo 10 software was used to
manage the data. Initially, line-by-line coding was per-
formed, followed by the development of descriptive
themes. These were then refined and incorporated into
the final interpretation.
Each article was critically appraised using criteria for
methodological rigor from the “Criteria Appraisal Skills
Program (CASP) checklist” [23]. Articles rated as less
rigorous were not excluded but their rigor was taken
into account in the final analysis. For example, conclu-
sions drawn from higher quality quantitative articles,
such as systematic reviews, were prioritized over those
from less rigorous evaluative and interventional studies,
particularly if the evidence of effectiveness was conflict-
ing. Qualitative articles that were of higher quality con-
tributed more to the overall synthesis because they had
more trustworthiness and transferability. With more de-
tails on context and more reflection, it allowed us to
more confidently assess the importance of their findings.
They also tended to contain more highly developed
analyses within them. This was particularly important
during exploration of relationships, comparing and con-
trasting data and developing themes across studies [21].
It was necessary to include them due to the broad focus of
the review questions, the limited number of papers address-
ing this issue and the heterogeneity of the studies [20].
The principal researcher KW performed the preliminary
selection of articles and synthesis and theme development.
The final list of articles for inclusion along with excluded
articles of borderline relevance was provided to research
team members PA and JR and consensus on the final
selection was reached. PA and JR separately reviewed 10
articles each to independently assess eligibility for inclu-
sion in the review and extract themes for comparison with
those found by KW. These articles were chosen by KW
for independent review by team members based on being
of key relevance and having higher complexity of themes.
Relationships between study findings and themes were
discussed at regular meetings throughout the course of
the study amongst the research team members.
Results
Article selection
The literature search yielded 4641 titles. Figure 1 displays
the article selection process in a PRISMA flow chart. 4462
articles were excluded on the basis of the title and a
further 129 articles were excluded based on a review of
the abstract (15) and full text (114). Fifty articles met the
inclusion criteria and were included in the final analysis
after members of the research team reached consensus.
The range of article types can be seen in Fig. 2. Qualita-
tive and cross-sectional studies explored views of General
Practitioners, GP registrars, patients, culturally diverse
health workers, including interpreters and other health
providers as well as medical educators and other stake-
holders in clinical education such as program directors.
Studies used various theoretical frameworks ranging from
anthropological, psychological and sociological and behav-
ioural science to linguistics and political science stand-
points. Fourteen articles were either based in Australia or
included Australian participants [4, 6, 11, 24–34]. Eight of
the Australian articles focused on cultural competence
specific to Aboriginal and Torres Strait Islander health
[24, 27, 29–34]. Twenty-one articles were based in the US
[2, 4–6, 11, 35–51] and the remaining articles were from
other western countries such as Canada, UK, Sweden,
Norway and the Netherlands. Qualitative articles were of
good rigor, as were the systematic reviews and theoretical
articles. Out of the interventional articles only one was
randomized and used outcome measures that were stan-
dardized and previously validated [52]. Three studies were
from grey literature (one PhD thesis and 2 evaluative re-
ports). All studies were included in the final analysis and
the assessments of rigor were taken into account. For
example, if articles had conflicting data, both were taken
into account, but more weight was given to the article
assessed as being of higher rigor.
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Elements of cultural competence
Central to culturally competent practice is the recogni-
tion and incorporation of the dynamics of culture
effectively into effective health service delivery.
Conceptualising individual elements of cultural
competence, however, is complex and at times
contentious. The majority of articles in this review con-
ceptualized the elements of cultural competence as
knowledge, awareness/attitudes and skills/behaviours
and highlighted that aspects of all three areas need to
be developed in General Practitioners and indeed all
primary health care providers. The elements of cultural
competence according to the synthesis are summarized
in Fig. 3 and are discussed briefly below.
Knowledge
In General Practice, knowledge of the local context in
which the patient and family is situated is vital, such that
developing knowledge should focus on the local commu-
nity in which the General Practitioner works [24, 29, 32,
41]. Knowledge of a patient’s cultural context was thought
to be important by General Practitioners [53–55], GP reg-
istrars [30, 36, 56, 57], educators [25, 26], patients [41, 58]
and community members [24, 26, 27, 44]. Despite this,
Fig. 2 Article Types
Fig. 1 PRISMA flow chart – article selection process
Watt et al. BMC Family Practice  (2016) 17:158 Page 4 of 11
General Practitioners often reported accommodating
differing cultural values and expectations only when they
are explicitly stated by patients [54, 59, 60]. At times they
failed to recognise cultural expressions of distress
and the effects of immigrant-specific issues on health
[61, 62], preferring to focus on individual interper-
sonal interactions [60, 61].
Stereotyping can occur as a result of cultural training
with a narrow focus and using generalisations without
awareness of the uniqueness of the individual and the
dynamic nature of culture [30, 36, 48, 54]. Medical
learners have been reported to focus on differences [57]
and to want neat categorical information with high clin-
ical relevance [46]. General Practitioners [54, 61] and
GP registrars [30, 36, 56, 57] were found to recognise
and fear stereotyping as a potential consequence of
cultural competence training, as do medical educators
[2, 5, 25, 27, 34, 46–48, 51, 61] In doing so, recognition
of cultural difference was often conflated with stereotyp-
ing, with limited recognition of the need to test any as-
sumptions held about a patient individually [54, 60, 61].
General Practitioners commonly reported they lacked ac-
cess to resources such as interpreters and other commu-
nity health providers, language and culture-appropriate
information, and knowledge of access to funding and spe-
cific health programs. This was noted to present barriers to
culturally competent care and also to training [2, 4, 42, 43].
A lack of knowledge or skills in cross-cultural consulta-
tions was also reported to limit motivation to engage in
these consultations and to increase stress particularly in
GP registrars [36, 56, 61]. GP registrars considered the use
of bilingual community health workers to play an import-
ant role in mediating cross-cultural interactions, and prior-
itized this over the need to increase their own consultation
skills [57, 63]. Training was associated with increased
knowledge and use of appropriate resources [4, 40, 43, 53].
Attitudes
Unconscious underlying attitudes and assumptions of
General Practitioners can alter their interactions with
patients, and in turn the patients’ response to GP care
[27, 31, 34, 41, 47, 49, 63]. Addressing underlying
racism, assumptions, prejudices and non-conscious bias
is therefore a vital component of cultural competence
[27, 44, 49, 51, 59, 63] and needs to be directly addressed
during training [27, 32, 34, 47].
Critical cultural self-reflection can be seen as the General
Practitioner’s ability to recognize the effect of their own
position within the power structures of society and within
their own culture, and how this affects their interactions
[7, 27, 31, 34, 39, 54]. It also involves the ability to adapt in
response to this reflection over time, including recognition
of deficiencies in practice [25, 53, 54, 57], recognition of
their own assumptions, prejudices [27, 36, 54, 56] and
Fig. 3 Elements of Cultural Competence
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non-conscious biases and their effect on the interaction
and clinical decision-making [47, 51]. In General Practice,
self-reflective professional development may occur without
specifically addressing the General Practitioner’s ethno-
cultural identity or the influence of this on the consultation
[25, 27, 36, 54, 56, 57, 60, 61]. For example General Practi-
tioners may identify cross-cultural consultations as more
stressful, but not see how the consultation could be done
differently [60]. The concerns some General Practitioners
expressed about avoiding stereotyping may result in a fail-
ure to address cultural differences and existing biases and
assumptions [54, 60, 61, 64].
Motivation of policy makers, medical educators,
trainers and GP registrars was found to be a driving
factor in cultural competence training and a lack of mo-
tivation was shown to be a barrier to its implementation
and effectiveness [24, 26, 27, 37, 42, 46]. In environ-
ments where non-compulsory training exists, cultural
competence training was thought to be under-prioritised
or overlooked, but where it is compulsory, resistance by
health staff attending formal training was perceived to
be very difficult to overcome [25, 27, 46]. The ‘buy in’
was perceived to be critical [46] because training di-
rected at developing awareness of privilege/disadvantage,
racism and prejudice was recognised as difficult and
risking isolation or disengagement of the audience [30].
Skills/behaviours
Developing specific cross-cultural skills and behaviours
should enable the General Practitioner to facilitate more
effective and respectful health care [5, 44, 49]. Commu-
nication was the most frequently cited barrier to effect-
ive cross-cultural interactions [26, 44, 53, 55, 56, 58–65]
and at times had the potential to result in significant
adverse outcomes for patients [25, 26, 45, 56, 61]. In
cross-cultural consultations, General Practitioners and
patients may have less mutual understanding, which can
be associated with poorer adherence [65]. General
Practitioners may have more retractive styles of consult-
ation in the cross-cultural context involving patients less
in decision-making and checking their understanding
less often [64]. Communication skills training alone does
not necessarily lead to cultural competence [27, 38] and
more training in cross-cultural communication skills
was shown to be valued and desired by GP registrars
[36, 56, 57].
Language differences pertain to a large part of com-
munication difficulties [25, 28, 36, 37, 44, 53, 54, 56–58,
61–63, 65] and are associated with lower patient satis-
faction and mutual understanding [39, 44, 58, 62].
General Practitioners and patients perceived language
differences to be mostly overcome by the use of inter-
preters [54, 58] however interpreter availability was
sometimes a barrier [37, 63] as was a lack of knowledge
of how to access them [2, 4, 42, 43]. Using professionally
trained interpreters was shown to reduce the risk of
errors and improve outcomes, particularly in mental
health scenarios [45]. Despite this, use of untrained
informal interpreters such as family members in General
Practice remains common [66]. General Practitioners
can be apprehensive about using interpreters, particu-
larly with regard to the accuracy of the interpretation
and about losing connection and rapport in both non-
verbal cues and personal interaction [59, 66]. In one
study, GP registrars did not see value in specific training
in the use of interpreters and instead preferred to rely
on other health workers being available to assist [57].
Limited time and resources were frequently a barrier to
cultural competence, especially as cross-cultural consul-
tations were perceived to be more complex and require
much longer consultations [24, 36, 37, 42, 53, 59, 63].
General Practitioners must also be trained to recognise
and adapt to different cultural expressions of distress
[61], cultural protocols [32, 36, 49, 50, 56, 57, 59] that
act as demonstrations of respect, and nonverbal cues
and behaviours [25, 36, 41, 53, 55, 59, 61], including
those produced by non-conscious biases in the General
Practitioner [47]. Many recognised patient-centred skills
such as the ability to negotiate, build trust and rapport
with patients, eliciting patient models of illness are all
patient-centred techniques that are valuable in culturally
competent practice [46, 48–51]. Being able to explore
culture within the consultation in a respectful and effect-
ive way is something General Practitioners often avoid
for fear of stereotyping [54, 57, 60, 61] or find difficult
[25, 36, 37, 53, 56, 57, 59, 63].
A lack of cultural competence of health services and
systems is thought to impede the ability of an individual
to provide culturally competent care [27, 32, 34, 44, 54,
55, 63]. Proactively working to effect positive change not
only in one’s personal practice but in the wider health and
societal systems was thought to be an important aspect of
cultural competence [27, 32, 34, 44, 54, 55, 63].
How is cultural competency developed?
The ways in which the elements of cultural competence
are developed in General Practice are highly varied and
rigorous evaluation is generally lacking [2, 4, 11, 43].
Formal cultural competence training in General Prac-
tice appears to be underdeveloped and inconsistent, and
the development of most aspects of cultural competence
relies on informal learning, experiential and in-practice
exposure [30, 36, 37, 40, 42, 56, 57]. Generally there is a
lack of focus on cross-cultural issues within GP training
with suggestions that time pressures, political will and
competing priorities tend to restrict what GP registrars
can learn [26, 27, 36, 37, 42, 56, 57]. GP registrars were
found to generally desire more training and often viewed
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cross-cultural consultations as more stressful due to
their perceived lack of confidence, knowledge and skills
in this area [37, 56, 57, 63].
Exposure to cultural diversity during training and
experience over time has been shown to be valuable in
the development of cultural competency [30, 38, 40, 42,
44, 67] and are particularly relevant in the GP training
setting. Development of cultural competence of both the
individual and the practice or system can be a synergistic
process [40] and exposure to diversity can act as a
trigger and motivation for learning [36, 57]. Exposure to
diversity alone without appropriate facilitation of learning
and skills development, may lead to GP registrars develop-
ing ad hoc coping behaviours rather than cultural compe-
tence [7, 36]. There is also the risk of perpetuating
existing barriers to patient care through modeling cultur-
ally incompetent attitudes, knowledge and skills of other
staff or clinical supervisors [27, 57]. The amount of formal
training appears to increase GP registrars’ preparedness
and competence to provide cross-cultural care more so
than having good role models or exposure to greater
diversity cross-cultural case mix throughout training [35].
Integrating cultural competency with the wider curricu-
lum is preferred by both GP registrars [30, 36, 56, 57] and
medical educators [5, 32, 46, 50]. This, along with a longi-
tudinal process of development, consolidates and gives
more clinical relevance to learning, emphasises the neces-
sity of developing cultural competency for good patient
care, and reinforces cultural competency learning as a life-
long process [5, 46, 50, 56].
Interventional studies evaluating formal training in the
form of standalone workshops have shown such training
improves awareness, knowledge and skills of participants
[4, 6, 11, 25, 43, 52, 67], and that this can improve pa-
tient satisfaction [11] and mutual understanding [67].
However there is limited research to suggest it improves
patient health outcomes [4, 6, 11, 31, 43]. Formal work-
shops have the additional benefits of high participant
satisfaction, efficacy for cost and time, and they can
provide standardization of training amongst GP regis-
trars, in a field where training environments can be very
different [29, 30, 32]. There were no particular features of
formal training programs (such as length of training, con-
tent and curriculum and types of training methods used)
that were associated with better outcomes [4, 6, 11, 43]. It
was recognized however that standalone workshops and the
improvements in individual participant knowledge, aware-
ness and skills would not necessarily result in long-term im-
provements in patient health without wider systemic and
organizational changes and support [27, 32, 34, 64].
Types of training suggested by GP registrars included
videotaped consultations, role plays and case discus-
sions, community-oriented project work and lectures
and training led by representatives from those cultures
[36, 56, 57]. GP registrars also tended to desire more ex-
posure to cross-cultural practice, more interpreters, and
increasing diversity and awareness of faculty [36, 56, 57].
However GP registrars in one study were ambivalent
about formal training because of a fear of that training
resulting in increased stereotyping [36]. Cultural men-
tors and community members preferred informal set-
tings and small group learning during training, as well as
narrative and community site visits and cultural
immersion [24].
The complexities of conceptualizing cultural compe-
tence make assessment of attitudes, knowledge and skills
difficult [2, 7]. Instruments and measures of what consti-
tutes cultural competence often make assumptions or
reflect biases [7, 41, 46]. However, assessment of cultural
competency amongst GP registrars can drive motivation
to learn and can be reflective of a supportive educational
environment [37, 57]. GP registrars tended to interpret
the lack of assessment in this area to mean it was a low
priority for learning [36, 37].
The importance of training evaluation cannot be un-
derstated, both in terms of ensuring quality and im-
provement of teaching practices and adding to evidence
base [2, 4, 5, 46]. It has been noted that studies evaluat-
ing formal training interventions lack methodological
rigour, do not adequately control for potential confound-
ing variables (societal factors, external barriers), are diffi-
cult to generalize to other settings and tend not to
assess patient perspectives or outcomes [4, 6, 11, 31, 43].
Most evaluation studies of educational interventions were
process-oriented, although evaluation of complex behav-
iours must be multi-faceted [5]. Multiple confounders are
often present and must be taken into account, such as
other social and environmental determinants of health,
access and other systemic barriers beyond the control of
individual clinical interactions, and this makes evaluation
even more difficult [4]. A proposed algorithm for evalu-
ation of educational interventions on patient outcomes
exists to incorporate this understanding [4].
Who facilitates the development of cultural competency?
The majority of interventional studies assessed standa-
lone workshops led by trained medical educators [6, 11,
25, 28, 52, 67]. Experience and training specifically in
cultural competence education was perceived to be
required by educators given the complexity of the sub-
ject [29, 32, 33, 42, 52].
Cultural competency training is thought to risk per-
petuating those myths, biases and stereotypes that exist
within society already [34, 57], particularly if it is done
without the direct input and guidance by the cultural
group under consideration. Therefore the value of
cultural mentors is recognised by patients, educators
and GP registrars across many studies [27, 29, 30, 32, 33,
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36, 40, 44, 57]. Cultural mentors are recognised as repre-
sentatives from their community, able to share their
expertise while facilitating partnerships with communi-
ties and health care providers [29, 32, 57]. Ensuring cul-
tural mentors and other community members play a
central role in training also respects community owner-
ship of cultural knowledge [29, 34]. Currently GP regis-
trar access to cultural mentoring is limited and needs to
be expanded [30, 33].
Barriers to the involvement of community members in
GP registrar training include having to manage negative
attitudes of learners, conflicting family and community
commitments, and lack of confidence and experience in
training. There is however a desire within culturally
diverse communities to engage in training with GP reg-
istrars and this should be supported [24, 27, 29, 33].
Having both a medical educator and community mem-
ber present may improve engagement of GP registrars
with the training session, by promoting its relevance and
significance to clinical practice [29].
Staff diversity (including interpreters and allied health
providers) within individual training practices has been
shown to provide GP registrars with opportunities for
cultural education [36, 40, 44, 53]. However, at times this
may create a reliance on diverse staff to provide care for
those patients, allowing other staff to avoid developing
their own cultural competence [27, 57].
GP supervisors often functioned as role models [25]
and access to good role models was associated with
greater preparedness to provide cross-cultural care [35]
although a lack of access to such role models was noted
[36, 37, 57]. Supervisors reported that addressing cul-
tural and communication issues was often difficult
because of the risk of appearing to be racist [25]. They
often felt ill equipped to address these issues [25]. Only
one article was found specifically addressing GP supervi-
sors and cultural competency, reflecting a paucity of
evidence in this area.
Discussion
This is the first integrative review to synthesize current
themes and evidence on cultural competence and cul-
tural competence training specifically in the context of
General Practice.
Cultural competence is complex and multifaceted,
requiring the General Practitioner to have a combination
of equally important knowledge, attitudes and skills, in
order to produce a safe, respectful experience for the
patient and an effective consultation resulting in better
health outcomes [68]. Studies exploring General Practi-
tioners and GP registrar views and experiences of cross-
cultural practice revealed that training in cultural com-
petence was generally lacking, but desired and deemed
important by GP registrars. This suggests there is
general willingness for GP registrars to undertake fur-
ther training, but they require more resources and sup-
port and facilitation of this training by clinical role
models, medical educators and culturally diverse staff
and community members. The central role of the GP
supervisor in GP registrar training (through role model-
ling, mentoring and clinical supervision) suggests that
GP supervisors do have a role in developing the cultural
competence of their GP registrars, but that role needs to
be further elucidated and developed [15–17].
The educational environment can be either a facilitator
or barrier to this training. This may be reflected in the
motivation and skills of educational staff, as well as the
use of assessment as a driver of learning. There appeared
to be varying levels of critical self-reflection amongst
General Practitioners and GP registrars in general [25, 27,
36, 54, 56, 57, 60, 61]. Training in non-conscious bias,
anti-racism training and cultural self-reflectiveness should
therefore receive more focus. Consideration must be given
to the complexities of teaching these particularly sensitive
topics, as well as the potential to alienate audiences or
inadvertently perpetuate stereotypes during training. In-
volvement of cultural mentors and experienced educators
trained in this area may reduce these risks [27, 32, 34].
The literature suggests that much of the development
of cultural competence in General Practice occurs infor-
mally, as fits with the work-place based training com-
mon to most GP programs. However, best practice
delivery of cultural competence training in this setting
has not been well explored. As many studies suggest,
cultural competence training is a lifelong process and
formal training, such as workshops, is only an introduc-
tion [5, 27, 46, 50, 68–70]. Development of cultural
competence in GP registrars requires use of a range of
strategies, integrated within the curriculum and facili-
tated by cultural mentors and medical educators experi-
enced in this area [71].
Many of the training approaches described in the lit-
erature are likely to be useful in General Practice voca-
tional training. For example, community visits and
cultural immersion may correspond to nursing home
and home visit consultations during training. Case dis-
cussions and role plays form part of the current training
approaches led by GP supervisors, however discussion
regarding culture and its impact on the consultation
tends to be ad hoc and confined within a framework of
the patient-centred model [15, 16]. How training should
and does proceed from there, how integration should
occur into the general curriculum, and where the focus
should lie at different stages of training has not been
explored. An exploration of racism and its prevalence
and impacts on patient care within General Practice will
also help in understanding what other influences exist
on GP registrar training in this area [8, 72].
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There was a lack of empirical evidence on impact of
cultural competence on patient outcomes in papers in-
cluded in this review. In fact, few articles focused on
patient perspective [26, 41]. This is particularly concern-
ing given the importance of the patient’s perspective in
defining a “culturally safe” clinical service [1, 70]. Assess-
ment of the clinicians’ cultural competence from the
patient’s perspective should be included, since one of the
main goals of cultural competence training is provision
of culturally safe health care. Given the lack of methodo-
logical rigor in most interventional studies, training
interventions should be rigorously evaluated according
to the proposed standardized evaluation algorithms in
the literature [4].
Further exploration is required of the integration of
patient-centred and culturally competent approaches in
General Practice. The patient-centred model is well
developed in general practice, and although there are
many overlapping, possibly synergistic learning skills, be-
tween the two paradigms, the focus is ultimately differ-
ent [51]. Further exploration is required to determine
whether a patient-centered approach incorporating ele-
ments of cultural competency provides a culturally safe
experience for the patient and assist in reducing health
inequalities [43]. We further recommend that cultural
competency development of GP registrars should receive
more focus, particularly training in non-conscious bias,
anti-racism training and critical self-reflectiveness; the
GP supervisors’ role in developing cultural competency
of GP registrars should be further elucidated and devel-
oped; and finally, further research should explore how
cultural competency can be best developed within the
GP training model, and where the focus should lie at
different stages of training.
Limitations
The element of subjectivity during the synthesis process
is a limitation, despite measures such as independent
evaluation of articles, and constant clarification and
discussion of themes with the research team.
Given the authors are based in Australia, a greater
knowledge of Australian-based grey literature may have
meant some international grey literature was missed. It
is also difficult to confirm generalizability amongst the
different studies as many were undertaken in different
countries and involved differing GP training models.
However, the workplace-based training model is com-
mon across the vast majority postgraduate medical train-
ing programs, where informal learning makes up a large
component of General Practice training throughout
rotations in both hospital specialties and in GP training
practices [12, 14]. Multiculturalism and increasing
patient diversity is a common development in General
Practice internationally [65, 73].
Including all studies despite varying standards of
rigour, including grey literature, was necessary in order
to allow for a more comprehensive presentation on a
topic with considerable heterogeneity in the literature
but limited standardized evidence-based evaluations
(61). Assessments of rigour were taken into account as
part of the preliminary synthesis, which is one of the
strengths of narrative synthesis [19].
Conclusion
Cross-cultural consultations can be stressful and com-
plex for GP registrars and General Practitioners alike.
Formal cultural competence training in General Practice
is generally lacking, despite the recognition that it is of
vital importance and that GP registrars generally desire
this. There is a need for further exploration of how cul-
tural competence training is delivered via the informal
curriculum, and whether this is effective. Increased
training focus on non-conscious bias, anti-racism train-
ing and self-reflectiveness is required.
The ultimate end point of developing cultural compe-
tence in any clinician should be not only to provide
quality and respectful care to patients across cultures,
but also to reduce racism, discrimination and remove
the health inequities that exist between cultural groups.
It is hoped that the discussion of this broad and com-
plex topic will better inform future training practices
including curriculum development, and implementation
for GP registrars.
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